M ood disorders, namely, depressive and bipolar spectrum disorders, are prevalent among women.
clearly documented that perinatal women underutilize behavioral health treatment. 3, 6 There are numerous personal, practical, and organizational barriers to behavioral health treatment among perinatal women with mood disorders. These include lack of knowledge about treatment, family obligations, lack of transportation, shame, stigma, lack of insurance, limited availability of services, low priority of behavioral health, and perceived insufficient time. [7] [8] [9] Underutilization of behavioral health treatment is further compounded for ethnic minority mothers. A study in
Los Angeles with a largely ethnic minority sample showed that only 21% of mothers with major depressive disorder were treated within the last 12 months. 10 The National showed that African American and Hispanic mothers with past year depression were less likely to receive treatment than White mothers, although fewer than one half of all the mothers received treatment. 11 Additionally, in an epidemiological study of African American and Caribbean black mothers, fewer than one half of black mothers with a mood disorder within the last 12 months used any behavioral health services. 12 Typically, once a perinatal woman is identified as having mood difficulties, the routine practice is to give a referral to a provider, a practice that has been ineffective in facilitating treatment initiation. Kim et al. 13 found that only 31% of perinatal women initiated treatment after being given a behavioral health referral). Similarly, Smith et al. 14 found that 38% of perinatal women with a psychiatric disorder attended at least one behavioral health visit within a 6-month period after being given a referral at baseline and follow-up visits. Another referral study within an obstetrics clinic included an on-site social worker whose first appointment was offered for no fee to women without insurance. Nonetheless, the findings indicated that only approximately 30% of women reported using depression treatment within 3 months after the referral. 15 These studies document the low rates of behavioral health initiation for perinatal women, even with specific screening and referral activities.
Epidemiologic Survey of Alcohol and Related Conditions
Given the frequency of perinatal depression, its harmful generational consequences, and limited use of behavioral health by afflicted women, it is essential to engage community members in the problem solving process and to seek relevant, effective and culturally sensitive solutions.
This process demands a multistakeholder approach, often called community-based participatory research, which has the capacity to effectively translate scientific research into the community and engage community members, especially vulnerable populations with a history of mistrust. 16 We used a community-academic partnership to develop a behavioral health referral intervention for low-income, ethnic minority, perinatal women with mood disorders and conduct a preliminary test of its feasibility, acceptability, and outcomes.
Method the Partner Agency
The partner community-based organization (CBO) is a private nonprofit organization founded to address infant mortality and morbidity in a large urban setting. The agency provides direct service, research, and advocacy in high-risk neighborhoods through the use of a home visiting model using community health workers (CHWs). Approximately 2,600 women receive services annually from the CHWs. The agency defines low-income as the receipt of public benefits.
An existing perinatal depression program screens clients for depression and provides supportive and preventative services.
Mental health treatment is not provided by the agency. As a result, if a woman is in need of mental health services, a referral plan is initiated with a masters-level clinician and a CHW to assist her in seeking care.
Partnership
Over the past 8 years, a community-academic partnership has existed to address community concerns around perinatal depression. The nine principles developed by Israel et al. 17, 18 to increase community engagement and decrease health disparities provides a conceptual framework to guide the Women who met full eligibility criteria for the study were administered baseline questionnaires by the interventionist.
To address literacy issues, the questionnaires (except the health literacy measure) were read to the participants. The behavioral health referral intervention was delivered, followed by a postintervention assessment occurring 8 weeks after the baseline assessment and administered by a research staff member. Each participant was paid $25 for the diagnostic and baseline assessments and $50 for postintervention assessments. This study was approved by the hospital's institutional review board.
Participant eligibility, Recruitment, and Retention
Women were eligible for the study if they 1) were pregnant or at least 2 weeks postpartum, 2) were at least 18 years of age, and 3) had a current diagnosis of a mood disorder. Exclusion criteria included being currently treated for mental health problem, infant death if postpartum, or significant psychotic symptoms. Sixty-seven women were referred to the study by their CHWs. Of those referred, 51 (76%) were administered the initial telephone screen; the remaining were ineligible (n = 6), no longer interested (n = 3), or could not be reached (n = 7). Of those who were administered telephone screens, 39 (76%) completed the diagnostic interview, 8 were lost, 3
were ineligible, and 1 was no longer interested. Thirty-eight women (97%) also completed the baseline assessment with one withdrawing. Eight-week postintervention assessments were completed by 36 participants (94.7% of those with baseline interviews); 2 were lost to follow-up.
Referral Intervention
Based on our qualitative research findings, 7 (Table 1 ). The intervention consisted 
Results

Participant Characteristics
The participants included 38 perinatal women. The racial/ ethnic composition was 84.2% African American (n = 32), 5.3% Latino (n = 2), 2.6% Asian (n = 1), and 7.8% multiracial/ethnic (n = 3). The diagnoses of the sample were: major depressive disorder, 84.2% (n = 32); bipolar disorder, 13.2%
(n = 5); dysthymic disorder, 2.6% (n = 1), and depressive disorder not otherwise specified, 2.6% (n = 1). Posttraumatic stress disorder was frequently comorbid (44.7%; n = 17). The participants' mean depression score on the Beck Depression Inventory-II was in the severe clinical range. All the women demonstrated adequate health literacy. Table 2 shows participant characteristics.
Intervention Participation
The intervention consisted of two sessions. service utilization data Because social support did not meet normality assumption, a Wilcoxon signed rank test was conducted but showed no change in social support over time.
Intervention Ratings
Using a rating scale from 1 (strongly disagree) to 5
(strongly agree), participants were asked to rate the inter- 
Barriers to Mental health utilization
To gather additional exploratory information about behavioral health utilization, barriers to behavioral health utilization were coded based on the interventionist's notes, which were collected for each of the participants (n = 38). A list of barriers commonly described in the research literature were generated and organized based on the following categories: practical barriers, personal barriers in the women's life, and institutional barriers. Subcategories were developed accordingly. A research assistant read and coded all the notes to identify the barriers and these were checked by an independent research assistant. The five most frequent barriers encountered were childcare (34.2%; n = 15), maternal resistance to medication (28.9%; n = 11), family conflict (28.9%; n = 11), lack of social support (23.7%; n = 9), and difficulty contacting the mental health agency (21.1%; n = 8).
dIsCussIon
This article describes the development and initial testing of a behavioral health referral intervention aimed at perinatal women with mood disorders through a community-academic partnership. The intervention was embedded in a CBO home visiting program and used their case management model.
Findings showed that 55% of the participants initiated behavioral health treatment. An initiation rate of 55% is higher than many of the interventions that have been designed to enhance behavioral health referral for perinatal, depressed women (30%-38%).
13 -15 The intervention tested in the present trial included several 
ConClusIons
These findings demonstrate a promising behavioral health referral intervention for low-income, ethnic minority, perinatal women with mood disorders. Nonetheless, further research studying the intervention is needed, such as a randomized clinical trial with a longer follow-up period. Transfer of the intervention to be delivered by CHWs is an important next step because it will make the intervention more feasible and sustainable in a home visiting program.
